A seven years old child presented with multiple pebble stones in the gastro intestinal tract. Clinical examination did not reveal any abnormality except mild dehydration. Serial clinical examination for period of three days and regular radiographic follow up was done. Spontaneous expulsion of all the pebbles per rectum without any complication occurred in three days. In the absence of emergency surgical situation observation and watchful follow up of the patients will suffice the management.
Introduction
A ccidental inges on of foreign bodies is commonly seen in children. Incidence of foreign body inges on voluntarily due to a mental defect like conversion reac on is very rare. The nature of foreign bodies varies from bu ons, pins, seeds, animal bones, metal objects and used cell ba eries. Foreign bodies rarely produce complica ons unless they are obstructed at the narrow parts of the gastrointes nal tract. The sites where the foreign bodies are lodged commonly are crico-pharyngeal sphincter, pylorus and ileocaecal valve. If the foreign bodies do not produce any acute surgical emergency due to obstruc on the pa ents usually do not need admission. Monitoring the pa ents with conserva ve serial clinical examina on, follow up X-rays will suffi ce as the foreign bodies pass out rectally within a few days.
The Case
A seven year old child presented with pain in the abdomen and diffi culty in swallowing for two days, to the department of ENT, Government General Hospital, Kurnool, Andhra Pradesh, India. There was history of swallowing of pebbles as reported by the mother of the child. The mother of the pa ent was informed by the friends of the boy about the swallowing of pebbles by the child two days prior. The mother brought the child as she observed passing pebbles in the stools by the child. There was no history of vomi ng. On examina on the abdomen was so , non-tender and there was no guarding or rigidity. The child was mildly dehydrated. There was no cyanosis or respiratory embarrassment. On ENT examina on; Ear, Nose and throat were normal. Video laryngoscopy a empted and the larynx and hypopharynx were normal, except to minimal pooling of saliva in the pyriform fossae. The laryngeal crepitus was non-tender. Examina on of the respiratory system was normal. A diagnosis of mul ple radio opaque foreign bodies in the GIT was made a er visualizing the radio opaque foreign bodies in the GIT. As there was history of diffi culty in swallowing food was present in the child, upper end rigid oesophagoscopy was done under General Anaesthesia a er correc ng the dehydra on. There was no foreign body seen in the oesophagus, the oesophagoscope was passed up to the cardiac end. As there were no further signs of acute abdomen, the child was kept under observa on with serial clinical examina on and serial X-ray of the abdomen and pelvis to note the progress of the foreign bodies. The ini al X-rays of the neck, chest and abdomen and pelvis revealed mul ple radio opaque shadows of pebbles in the stomach, intes ne and colon. Blood examina on revealed the Haemoglobin to be 6 gm%. Follow up X-rays of the abdomen showed the progression of the stones into the colon and piling of stones into the rectum. The child passed all the pebbles per rectum over a period of three days from the date of admission. The child complained of sacral pain and was unable to walk straight during these three days. The child was discharged on the 4 th day a er a fi nal radiographic picture. The child was discharged with prescrip on of haema nics to correct anaemia.
Discussion
Children presen ng with foreign bodies in the GIT is a common scene in the OPD of any ENT department. Inges on of foreign body (FB) is usually accidental. It occurs commonly between 6 months to 9 years of age. Majority (70%) of the instances the F.B. passes off spontaneously 1 . 10 to 20 % of pa ents need endoscopic removal and less than 1% requires surgical interven on 2 . In the United States, coins are the most common foreign bodies ingested by children². Inges on of mul ple foreign objects and repeated episodes are uncommon occurrences and usually occur in children with developmental delay². Symptoms are o en related to the site of the F.B. Feeling of something preven ng to swallow, at the neck or middle of the chest . If there is sub-sternal pain then it is more likely due to mucosal ulcera on of the oesophagus, which can be demonstrated while doing endoscopy. It may be due to presence of F.B. for more than 72 hours. In India history of an a empt to remove the F.B. by manipula ng with fi ngers in the throat is seen in more than 90% of pa ents, which results in oedema of the supra-glo c mucosa or lacera ons of pharyngeal walls and uvula. Pa ents of all ages may present with refusal of feeds or dysphagia, drooling, or respiratory symptoms including wheezing, stridor, or choking.
Approach to management: a thorough history taking and clinical examina on always helps in diagnosing an oesophageal foreign body and to the preven on of its complica ons. Examina on of the respiratory system, observing for stridor, breathlessness, presence of swelling in the neck, crepitus or erythema suggests oesophageal perfora on necessita ng surgical interven on. X-rays taken in biplanes usually confi rms the fi ndings and to localize the site of the foreign body. Plas c or wooden toys and few fi sh bones may not readily be seen on plain fi lms; observing for indirect evidence of the radiolucent foreign body (such as an air-fl uid level in the oesophagus) may be helpful. If the plain radiograph does not reveal any foreign body or abnormali es, management depends on the characteris cs of the pa ent's clinical status and the suspected foreign body. When the presence of other foreign bodies is suspected, although one is observed on plain films, computed abdominal tomography can be considered as a proper alterna ve 1 . CT scan can also be undertaken when there is suspected inges on of cell ba eries also 5 .
In most of the instances children with oesophageal foreign bodies are brought by their parents because the inges on was seen or reported to them, in these se ngs, they o en are asymptoma c. Intes nal foreign body cases resul ng from foreign body inges on accidentally or due to a conversive reac on are seen less frequently in adulthood when compared to childhood. While trea ng the intes nal foreign body pa ents, importance should be given to the loca on of the FB, its shape, and whether it is a sharp one or not before deciding, whether an out-pa ent treatment or surgical interven on is required. Although sharp objects pass through gastrointes nal tract without diffi culty in 90% of the cases, they may also be removed using fi bre op c gastroscopy without wai ng 6 . Early endoscopic interven on, in general, may be required and applied for objects wider than 2 cm and longer than 6 cm, since their passage through pylorus and duodenum will become diffi cult. Once these foreign bodies pass beyond pylorus and ileocaecal valve, they easily pass out of the lumen per rectum spontaneously. Losanof et al operated all cases since the foreign bodies have pointed and sharp edges 1, 7 . Our pa ent was managed conserva vely and monitored as an inpa ent. The mother was informed about the probable progress of his condi on and suggested that the child to be admi ed for observa on; She should inform as soon as possible in case of acute abdominal pain and/or any other complaints.
Conclusion
In conclusion watchful management in mul ple foreign bodies of the GIT resulted in successful elimina on of all the pebbles in a child who had ingested them voluntarily due to conversion reac on, relieving anxiety of the mother, who had to be convinced again and again about the outcome.
